Objective: The National Academy of Medicine and Joint Commission recommend routine documentation of sexual orientation (SO) and gender identity (GI) in healthcare to address lesbian, gay, bisexual, or transgender (LGBT) health disparities. We explored transgender patient-reported views on the importance on SO/GI collection, their willingness to disclose, and their perceived facilitators of SO/GI collection in primary care and emergency department (ED) settings.
I n 2011, approximately 4% of Americans identified as lesbian, gay, bisexual, or transgender (LGBT). 1 According to limited national data estimates, transgender individuals comprise half a percent within this group. 1 Compared to non-LGBT individuals, LGBT individuals face health disparities, or preventable differences in opportunities to achieve optimal health. [2] [3] [4] LGBT health disparities are often exacerbated by higher rates of noninsurance in this group, which often results in delayed healthcare access and seeking emergent medical care for nonacute issues. 5 Additional reasons for reduced access to care include healthcare discrimination and societal stigmatization of gender/sexual identity. [6] [7] [8] [9] Additionally, considerable heterogeneity in health outcomes exists between gender minorities (transgender populations) and their sexual minority counterparts (LGBonly individuals). [6] [7] [8] Barriers to Healthcare Compared to heterosexual populations and/or LGBonly populations, transgender individuals are more likely to postpone medical care due to discrimination. [5] [6] [7] [8] 10 This is particularly problematic, because transgender individuals frequently have complex healthcare needs, including gender reassignment surgeries and/or hormonal therapy regimens. [5] [6] [7] [8] [9] [10] These individuals may also experience healthcare-related transphobia, which refers to being singled out by physical traits which denote transgender identity, such as sex organs other than those from birth. [5] [6] [7] [8] [9] [10] Safer and colleagues 8 also found that some transgender individuals may delay care because healthcare providers lack knowledge in transgender healthcare. 9, 11, 12 A recent review identified several key priorities for LGBT research, including identifying the role of gender identity (GI) in health behaviors among transgender individuals, given that gender differences in health behaviors exist in cisgender (nontransgender) populations. 11 Since transgender individuals are often underinsured compared to cisgender individuals, they may be more likely to seek care in the emergency department (ED). 5, 10 However, some studies have found that transgender patients prefer primary care due to less discrimination from providers that they already have a relationship with, as a means of minimizing healthcare discrimination. 11 Therefore, more research is needed to understand where transgender individuals seek care, and facilitators of their care experience (e.g., primary care, ED).
Need for SO/GI Data Numerous national organizations have called for routine collection of SO and GI in healthcare, to identify the unique needs of LGBT individuals and reduce LGBT health disparities. [12] [13] [14] [15] For example, in 2000 the Office of Minority Health released culturally and linguistically appropriate services guidelines, including LGBT individuals in cross-cultural competence. 12 In 2015, the Center for Medicare and Medicaid Services released Meaningful Use Stage III guidelines for use of electronic health records (EHR) systems, calling for all certified EHR systems to have the capacity to routinely collect SO/GI.
14 Similarly, the Health Resources and Service Administration now requires SO/GI collection in its Uniform Data System. 15 Despite these advancements, healthcare providers still report little to no training in LGBT health. [12] [13] [14] [15] [16] Furthermore, there are currently no best practices or national standards for routine collection of SO/GI, even at facilities which are equipped to do so. 15, 17 It is also noteworthy that, when transgender individuals seek healthcare, their needs and risk factors are often "lumped in" with LGB populations, although trans-GI has no bearing on SO. [18] [19] [20] [21] [22] Finally, to our knowledge, few studies have explored the unique needs and views of a national sample of transgender patients on routine SO/GI collection in healthcare settings. [23] [24] [25] Therefore, purpose of the present research was to understand the views of transgender patients on routine SO/GI collection in healthcare. We identified patientreported views on the: 1) importance of SO/GI collection in healthcare settings; 2) preferred method of disclosure; and 3) barriers to and facilitators of disclosure. We hypothesized that: 1) self-identified females and males may differ in preferred disclosure methods and 2) patients may perceive more importance for SO/GI disclosure in primary versus ED care. Hypothesis 1 is based on existing literature that identifies gender differences across a variety of health behaviors; 26, 27 Hypothesis 2 is based on literature that suggests that transgender patients may prefer primary care seeking due to comfort and reduced risk of healthcare discrimination by providers with whom they have existing relationships.
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METHODS
Study Design
Data were from the EQUALITY study (Emergency Department Query for Patient-centered Approaches to Sexual Orientation and Gender Identity). The purpose of the larger study is to develop patient-centered approaches for collecting SO and GI information in the ED. In Phase I, we conducted qualitative in-depth interviews with 38 ED providers (e.g., nurses, physicians), and 58 LGBT and non-LGBT patients, recruited from an urban academic medical center. This study and its findings are described elsewhere. 4 Phase I results informed the creation of study questions in the present research, along with inclusion of each of the study constructs that were included in our national survey of patients. The research study and all study materials and procedures were fully approved by the Johns Hopkins School of Medicine Institutional Review Board.
Study Setting and Population
To ensure that rigorous methods were used to recruit patients, while meeting our funder's 3-year timeline for study completion, a national sample of transgender patients was recruited through a market research firm 28 . Inclusion criteria were being: 1) 18 years of age or older and 2) English language proficient. Surveys were sent to an existing panel of transgender individuals through the firm (N = 186). The survey included an additional two-question prompt, to verify responses: the first prompted participants about their sex assigned at birth, and the second prompted the respondent's current GI. Once responses were crossvalidated with the panel, more than 90% of participants no longer qualified as "transgender" (n = 170). A second market research firm was then subcontracted to recruit transgender patients. This firm has 25 years of experience with community-representative
LGBT research methodologies and a national panel of transgender individuals. 29 We cross-validated our two-step screener with their existing panel of patients who identified as transgender using the firm's internal screener. This screener asked participants to report the following demographics: 1) age, 2) race/ethnicity, 3) state of residence, 4) educational attainment, 5) GI, and 6) sex. Participants whose responses were concordant between the firm's screener and our screener were ultimately invited to participate in the online survey. 29 Surveys were completed between March and October 2015.
Study Protocol
The overarching objective of the EQUALITY study is to evaluate patient-centered approaches for collecting SO/GI in the ED. To that end, several methods of patient engagement were innovated. First, a patient representative is one of the study's co-investigators. Next, we assembled an advisory board composed of patients, advocates, healthcare administrators, national
LGBT research experts, and staff who guided all phases of the study and provided expertise and study oversight. Patients were also included in our consensus-building methods for determining preferred methods of SO/GI collection, which are currently being tested via our multisite trial. Finally, our quantitative surveys were the direct result of patient views collected during our Phase I qualitative research. 4 These surveys were then refined and piloted with patient advisory board members prior to national data collection.
Measurements
Importance of SO/GI Collection. Patients rated the importance of SO/GI collection in healthcare settings, with a 5-point scale ranging from "strongly agree" to "strongly disagree." Items included "it is important for a primary care provider to know the GI of all their patients."
Barriers to and Facilitators of SO/GI Collection. Patients completed questions about facilitators and barriers of SO/GI collection, such as "the provider seems impolite and judgmental." Responses were on a 5-point scale ranging from "strongly agree" to "strongly disagree." Participants identified additional facilitators of collection via free responses to two questions: 1) "What would increase your willingness to provide your sexual orientation?" and 2) "What would increase your willingness to provide your gender identity?" Preferred Method to Disclose SO/GI. Patients rated their preferred modality of disclosure, including: "entering information into an online form at home" (responses were yes/no). The final questions in the survey asked participants to self-report the following demographics: 1) SO, 2) GI, 3) sex assigned at birth, 4) marital status, 5) history of work experience in healthcare, 6) race/ethnicity, and 7) military service history.
Data Analysis
Quantitative Data Analyses. Due to the distribution of responses, variable categories were collapsed from five to three (e.g., somewhat/strongly ACADEMIC EMERGENCY MEDICINE • June 2017, Vol. 24, No. 6 • www.aemj.org agree, neutral, somewhat/strongly disagree). Bivariate (chi-square) associations were assessed between study variables and self-identified GI, due to our hypothesis that gender differences may exist in our sample of transgender patients. 26, 27 We also explored differences in study variables by healthcare setting, given our hypothesis that transgender patients may perceive differing need for SO/GI collection in primary care versus ED settings. 11 Quantitative data were descriptively analyzed using STATA 14.0. 30 Due to the small sample size (N = 101), marginally statistically significant associations (p < 0.10) are reported in addition to statistically significant associations (p < 0.05).
Qualitative Data Analyses. Inductive content analysis was conducted on all free responses, which is defined as systematic coding of textual data patterns and themes. 31 The unit of analysis was individual freeresponse comments, which ranged from one word to two sentences. A codebook was built from the raw data (inductively). Up to two codes were assigned per comment and then organized into larger themes and summarized by frequency. Finally, codes were explored by age and gender, to allow for patterns to emerge based on these demographic characteristics that are often associated with health behaviors. 26, 27, 32 All initial coding was completed by one coder, and 15% of data were blindly coded by a second researcher, using Cohen's kappa for calculating inter-rater reliability, which is standard among qualitative content analyses. 33 Cohen's kappa was calculated to quantify the amount of inter-rater agreement, while accounting for agreement that is attributable to chance. Only exact matches were counted between the raters, which ensures the most rigorous standard of agreement was achieved (rather than using similar or "close" responses). One unweighted kappa statistic was calculated weighted kappa statistics are only used for nonexact matches and/or having greater than two coders. 33 Kappa statistics were conducted in Microsoft Excel 2013. 34 Content analyses were conducted in ATLAS.ti 7.0. 35 
Role of the Funding Organization
The Patient-Centered Outcomes Research Institute funded the present research. While the funder had no direct hand in the design and conduct of the research, the EQUALITY team has maintained regular reporting of results to the funder, to ensure adherence to the 3-year timeline of the project.
RESULTS
Response Rate
In total, 506 transgender patient panelists were sent e-mail invitations to complete the survey by the subcontracted market (second) research firm. Of those individuals, 130 (25.7%) clicked on the e-mail survey invitation link. Of these 130 individuals, 113 (86.9%) met eligibility criteria using our two-step screener. Finally, among the 113 individuals who completed both steps of screening successfully, 101 individuals (89.4%) ultimately participated. Table 1 reports participant demographics by gender (N = 101). Overall, 59% of participants were white non-Hispanic, 86% had some college education or above, 30% resided in the Southern United States, and 30% resided in the Western United States. Over 80% of participants reported not having access to a regular healthcare provider and having previously sought care in the ED. Although these findings were not statistically significant, among those whose GI was male, 42% identified their SO as "other than L/G/B/heterosexual" versus 24% of females (p = 0.22). Males were marginally more likely than females to report having delayed seeking primary care due to their GI (53% vs. 37%; p = 0.08). Males were also younger than females on average (33 years vs. 43 years; p = 0.001).
Descriptive Characteristics by Gender
Importance of SO/GI collection by primary care and ED providers As depicted in Figure 1 , patients were significantly more likely to endorse the importance of primary care providers (PCP) knowing their personal SO, compared to ED providers knowing (56% vs. 26%; p = 0.000). They were also more likely to agree that PCP should know their GI, compared to ED providers (89% vs. 65%; p = 0.000). Similarly, patients reported that it was more important for PCP to know the SO of all their patients as compared to ED providers knowing the SO of all their patients (44% vs. 22%; p = 0.000). Similarly, they rated it more important for PCP to know the GI of all their patients than for ED providers to know the GI of all their patients (82% vs. 67%; p = 0.000).
Preferred method to disclose SO/GI by GI Males and females differed in preferred method of SO/GI disclosure ( Table 2) . Although some findings are marginally statistically significant, compared to females, males preferred disclosing via: 1) online form at home (82% vs. 70%; p = 0.08), 2) filling out the form at a kiosk (86% vs. 70%; p = 0.03), and 3) using a mobile medical application (73% vs. 61%; p = 0.06). There were no gender differences by preference to disclose using paper forms or verbal collection by healthcare providers. Most participants reported willingness to disclose their GI in any modality, except females were significantly more likely to be willing to disclose their GI to a registrar (72% of females vs. 38% of males; p = 0.003).
Perceived Facilitators to SO/GI Collection Quantitative Patient Data. Patients identified different facilitators for collection of SO versus GI and also different SO/GI collection facilitators by gender (Table 3) . Females were more likely than males to disclose their SO when told why it is relevant to their healthcare (89% vs. 80%; p = 0.02) and when assured of confidentiality (91% vs. 71%; p = 0.10). Regarding disclosure of GI, males were more likely to state that they would disclose when told that GI is asked of every patient (78% vs. 67%; p = 0.09). Roughly 90% of both males and females reported that they would disclose GI when directly relevant to their health concern.
Qualitative Patient Data. Four themes emerged from patient comments, which together comprised multilevel facilitators of SO/GI collection: 1) personal factors, 2) environmental factors, 3) contextual/interpersonal factors, and 4) political/population-level factors (Table 4 ; n = 159 comments).
Personal-level Facilitators of SO/GI Collection. Personal-level factors referred to individual patient characteristics which might impact their SO/ GI collection, such as perceived need for SO/GI disclosure. These were most commonly identified facilitators in free-response comments (45% of comments). This theme encompassed four subthemes:
Knowledge/perceived need for disclosure (medical relevance): "Only if it is relevant to the reason I'm there. Otherwise it's none of their business. Unless they were doing some kind of research study, in which case I might be willing . Data are reported as n (%) or mean (AESD). GI = gender identity; SO = sexual orientation. †Marginally significant chi-square association (p < 0.05). *p < 0.10.
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Environmental Facilitators of SO/GI Collection. Environmental factors referred to structural aspects of the healthcare setting that might impact patients' willingness to disclose and were identified in nearly onethird of comments (30%). This theme encompassed six subthemes. Two subthemes referred to access to LGBTfriendly healthcare and LGBT-identified providers:
Access to known LGBT-identified providers/-known LGBT-friendly site: "If I knew the healthcare provider was LGBT." (28 y/o Hispanic Lesbian Transgender Female)
Similarly, access to providers who were educated in LGBT was identified: Privacy and confidentiality were also identified:
Privacy/explicit confidentiality: "Providers being explicit about privacy (beyond the standard regulations) and that it is asked of EVERYONE, not just me because I seem to be some kind of 'freak.'" (37 y/o White Gay Transgender Male)
Safety of the physical environment was also identified as a facilitator, along with LGBT-inclusive signage which signals an LGBT-friendly environment:
Inclusive signage and art: ". . . If there were
LGBTQ materials or signs in the waiting room in support of the LGBTQ community." (50 y/o White Bisexual Transgender Male)
Finally, participants identified routine collection of SO/GI from all patients, as a facilitator to disclosure, by normalizing its collection as irrespective of the patient's LGBT status or chief complaint.
Contextual/Interpersonal Facilitators of SO/ GI Collection. Contextual and interpersonal factors referred to personal encounters or interactions that patients have had or might encounter due to their LGBT status. These factors were identified in almost 15% of comments (14%). Two subthemes referred to interactions both within and outside of healthcare settings: 
Hypothesis Testing
Females were more likely than males to endorse confidentiality as a facilitator to SO collection (p = 0.10). Conversely, males were more likely than females to report routine GI collection as a facilitator (p = 0.09). Regarding preferred methods of disclosure, males were Data are reported as n (%). GI = gender identity; SO = sexual orientation. *(p<.05).
†(p<.10).
ACADEMIC EMERGENCY MEDICINE • June 2017, Vol. 24, No. 6 • www.aemj.org more likely to prefer disclosing SO electronically at a kiosk (p = 0.03). Females were more willing to disclose to a registrar compared to males (p = 0.003), thereby supporting Hypothesis 1. Patients were significantly more likely to endorse the importance of primary care providers knowing their personal SO and GI, compared to ED providers. Therefore, Hypothesis 2 was also supported.
Reliability and Validity Checking
Coding was completed by a single researcher, with doctoral-level training in mixed methods and qualitative health research. Cross-checking was completed by a bachelor's-level research assistant who was trained in qualitative methods. Kappa scores of at least 60% suggest fair or moderate reliability, while scores above seventy percent suggest good inter-reliability (j = 0.70). 33 Good reliability was achieved between coders (j = 0.71; 95% confidence interval [95% CI] = 0.60-0.82).
DISCUSSION
To date, our study is one of the first to recruit a national sample of transgender patients to explore their views on the importance of collecting SO/GI in healthcare settings and their preferred methods of disclosure. Overall, we found that patients saw the importance for SO/GI collection in both primary and ED care settings and more importance for disclosing GI compared to SO. We also identified multilevel facilitators of SO/GI collection, along with evidence of gender differences in perceived facilitators to disclosing SO/GI. These findings represent an important first step toward informing national standards and best practices for SO/GI collection in healthcare settings.
Regardless of ED or primary care setting, patients reported that it was more important to disclose GI compared to SO. This finding suggests that GI may have been perceived as more salient to their healthcare, since the present study sample consisted of transgender individuals whom have more complex health needs than LGB-only minorities. [5] [6] [7] [8] [9] [10] 36 Similarly, a recent study by Lytle and colleagues 36 suggests that even with multiple minority identities (e.g., race/ethnicity, LGB status), transgender individuals reported more self-inflicted harm and mental illness than their cisgender peers, irrespective of race.
Nonetheless, previous research has documented that SO and GI are both needed in provision of healthcare for transgender individuals, who may be higher risk of sexually transmitted infections (STIs) and HIV/AIDS than cisgender populations. Transgender individuals Data are reported as n (%). GI = gender identity; SO = sexual orientation. *(p<.05). †(p<.10). Knowledge/perceived need for disclosure: "A specific, stated, reason which I could agree would be beneficial, either to myself or others" (62 y/o White Bisexual Transgender Female) "I really don't have a choice in the matter. I have transitioned hormonally but not surgically, so I have a beard, chest hair, breasts and lack a standard phallus. My wife is also visibly transgender. There is no closet we can choose to hide in." (51 y/o White Bisexual Transgender Male) Knowledge/perceived need for disclosure (medical relevance): "Only if it is relevant to the reason I'm there. Otherwise it's none of their business. Unless they were doing some kind of research study, in which case I might be willing. I'm not opposed to sharing information, but if I'm in there because. . .." (31 y/o Hispanic 'Other' Sexual Orientation Transgender Male) "If it were relevant to whatever procedure I was seeking then definitely. Otherwise, unless society changes so that transgender people of all kinds can be safe, I'm not too willing to share that information." ( also have differential risk of STIs due to commercial sex work, unstable housing and income, interpersonal violence, substance use, and mental illness, compared to LGB-only minorities. [5] [6] [7] [8] [9] Future research and interventions with transgender individuals should assess their unique patterns of healthcare utilization, to tailor interventions for their healthcare needs, including tailoring health information and risk reduction strategies due to both SO and GI. 37 We also found that patients were more likely to endorse the importance of SO and GI in primary care versus ED settings. However, in the present sample, most patients reported not having a usual healthcare provider and having sought ED care. Therefore, it is likely that they have disclosed their SO/GI in the ED setting as well, despite perceiving more need for disclosure in primary care settings. 8, 9, 11 Previous studies suggest that some transgender individuals may delay care due to fear of stigma and/or discrimination, in addition to having less access to primary care providers than cisgender populations. [38] [39] [40] Therefore, future programs should account for potentially the higher prevalence of transgender patients seeking care in the ED setting rather than primary care, to identify their unique healthcare needs and views on SO/GI use in healthcare. 40 Next, our findings identified several facilitators of SO/GI collection which are actionable for healthcare organizations. For example, patients identified SO/GI collection facilitators such as being told why SO/GI collection is needed (personal level) and being assured of confidentiality (environmental level). Future interventions to assess SO/GI collection could incorporate patient education on need for routine SO/GI collection and privacy information, via short prompts that summarize LGBT health disparities and routine SO/GI disclosure information when patients register for their appointments. [41] [42] [43] [44] [45] Similarly, education of providers in LGBT health disparities and transgender health was a commonly identified environmental-level facilitator of SO/GI collection, which can be implemented nationally in concert with SO/GI collection recommendations. [12] [13] [14] [15] [16] [17] Next, our hypotheses that gender differences may exist were supported, and based on existing research substantiating gender differences in factors such as healthcare access, preventive screenings, and overall engagement in healthcare. 26, 27, 32 However, these relationships are not well studied among transgender individuals, who are understudied in general. Future research should explore gender differences in disclosure, facilitators of disclosure, and perceived impact on healthcare experience after disclosure with a larger sample.
LIMITATIONS
The present study is subject to several limitations. First, data were cross-sectional and the descriptive analyses in the present study did not assess causality. Second, due to recruitment difficulties, our study population is a national convenience sample, who were recruited after consultation by multiple market research firms. It is also possible that only individuals who are inherently willing to disclose their SO/GI participated in the study, due to the nature of our survey questions. Nonetheless, both of these challenges are well documented in the literature with hidden populations; many transgender individuals are not comfortable disclosing their identity, and therefore may have provided different responses at different time points. 46, 47 Likewise, of the 506 individuals whom were initially contacted via e-mail to complete the screener and survey, it is indistinguishable how many of these individuals never received these invitations (i.e., e-mail routed to junk folder). Nonetheless, of the 130 individuals who were confirmed as having clicked on the survey link, the vast majority ultimately participated (77.7%). Also, although the study sample was not nationally representative, our methods still ensured diversity with respect to demographic factors such as age, region of residence, and SO.
Next, other constructs may have been pertinent to assess in the given population, such as previous healthcare stigmatization in healthcare settings, which was likely common in this study population. Similarly, marginally significant findings were reported that are standard with smaller sample sizes and unadjusted analyses, yet must be interpreted cautiously. [48] [49] [50] Fifth, open-ended responses, while descriptive in nature, do not allow for clarification of intended meaning; therefore, resulting codes and themes must also be interpreted with caution. Sixth, given that we recruited self-identified transgender males and females, findings do not speak to the views of genderqueer or nonbinary individuals. Finally, survey questions were geared toward discussion of the ED setting and/or primary care settings among English-speaking patients, which limits the generalizability of our findings to other healthcare settings and/or other patient populations.
CONCLUSIONS
Despite limitations, our study is among the first national studies of transgender patients, to understand their views on routine sexual orientation and gender identity collection in healthcare. Overall, patients reported that medical relevance of sexual orientation and gender identity to healthcare, provision of a safe and caring environment, and provider education on lesbian, gay, bisexual, or transgender health issues might facilitate sexual orientation and gender identity disclosure. These findings will directly inform our EQUALITY trial, during which we will evaluate two patient-centered approaches to sexual orientation and gender identity collection. As an exemplar, we will include an education component for ED providers regarding need for sexual orientation and gender identity data collection. On a broader level, routine sexual orientation and gender identity collection and documentation can facilitate actionable changes to the healthcare setting, which may improve retention in care among transgender individuals. For example, males in the present study sample stated that knowing sexual orientation and gender identity is asked of all patients would facilitate disclosure. Doing so would also necessitate training for healthcare providers in nuances such as using nongendered pronouns (e.g., "the patient," rather than "him") with all patients, regardless of lesbian, gay, bisexual, or transgender status. [39] [40] [41] Our findings also have implications beyond the immediate healthcare setting. Much of the literature documenting health disparities among groups such as racial/ethnic minorities suggests that the healthcare discrimination impacts subsequent healthcare access, quality, and long-term outcomes. [6] [7] [8] [9] Routine collection of sexual orientation and gender identity, along with demographics such as race, can also alert providers if quality improvement efforts are needed to address loss to follow-up, medication nonadherence, or other factors unique to transgender patients. Provision of such surveillance data can then inform hospital-level, community-level, and policy-level efforts to reduce health disparities.
